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Too many voices: Effects of mental health diagnoses on self-efficacy and Interpreting 
 
 
By Sabrina Spansel 
Master of Arts in Interpreting Studies 




In this action research paper, I will explore the effects of mental health diagnoses that 
impact my work as an interpreter as well as a discussion of my own sense of well being. A goal 
of this paper is to bring light to how these diagnoses affect my work as an American Sign 
Language/English Interpreter and how my overall mental health also affects my work. A 
secondary goal of this paper is to identify patterns within relations of emotions, when symptoms 
of my diagnoses act up and to find coping mechanisms I can employ. By identifying patterns, I 
also hope that they may assist others working in the interpreting field who experience similar 
emotions and challenges. Data collection for this action research paper consists of an emotion 
log during days I am interpreting, noting when a symptom flare has happened accompanied by a 
small journal of how it changed my interpretation. I also tallied when symptom flare-ups 





experiences relating to mental health and interpreting because, in my experience, interpreters 
who are able to openly discuss their mental health disabilities may be a better fit to serve those in 
the Deaf community who may experience the same kinds of mental health related issues. Shared 
experiences may result in a deeper understanding of a specific mental health illness, stigma 
reduction, and clearer interpretation. 
 
Key words: interpretation, self-efficacy, mental health, well being, schizoaffective disorder, 






CHAPTER 1: INTRODUCTION 
American Sign Language/English Interpreting can be both mentally and physically 
taxing, which can lead to burnout (Bower, 2015; Dean & Pollard, 2001; Schwenke et al., 2014). 
Mental health should be a discussion in any profession, yet in the American Sign 
Language/English Interpreting field; it appears there is limited research when it comes to mental 
health topics (Pan et al., 2017). This could be directly related to the age of the profession. I 
experience a rarer form of Schizophrenia, called Schizoaffective Disorder Depressive-Type 
accompanied by Major Depressive Disorder and Generalized Anxiety Disorder. It is personally 
perceived that these three diagnoses affect my work as an interpreter, but to what extent they 
interrupt my interpreted message or process is still under analysis. According to the Mayo Clinic 
(2017), depression is the most prominent mental health issue in the US and only 0.3% of the 
population has Schizoaffective Disorder Depressive-Type (National Alliance on Mental Illness, 
n.d.). Generalized Anxiety Disorder stems from exaggerated or excessive anxiety over everyday 
life, rarely with a pinpointed cause (Web MD, n.d.), taking into account that one-in-five 
individuals living in the United States will experience a mental health issue in a year’s time 
(Chin, 2019; The Center for Disease Control, 2018). 
Positive interventions to reduce the amount of anxiety felt as well as attempts to re-focus 
and re-center during episodes of hallucinations will be attempted through cross-lateral 
movements and grounding techniques. Cross-lateral movements are defined as “asymmetrical 
movements simultaneously are left-right brain integration” (Charlotte Watts Health, 2020) such 
as any exercise that crosses the midline of the body. Grounding techniques are commonly used 
for individuals who experience anxiety and are used as a tool to reduce anxiety by having the 





These comorbid diagnoses affect me in many ways, although the severity of the impact 
on my work has yet to be discovered. Specifics on how they affect my work as well as how they 
affect my overall sense of well being will be discussed in this action research paper. Research 
questions I sought to analyze are: 
R1: Are interpretations affected by hallucinations? 
R2: Is there a direct correlation between mood fluctuations and hallucinations? 
R3: Do cross-lateral movements or grounding techniques aid in re-centering my  
       focus during a hallucination? 
 I hypothesize that with the help of cross-lateral movements and grounding techniques 
during times of a heightened sense of anxiety and hallucinations, these coping mechanisms will 
assist in reducing the impact on the interpretation itself. Through this research I hope to find 
more ways to calm hallucinations and anxiety as well as increase the number of tools I can 
implement throughout my professional work. The better I understand myself, the better I can be 
as a professional interpreter. 
Background 
For transparency and clarity reasons, I want to provide a brief summary of what 
Schizoaffective Disorder Depressive-Type (cognitive disorder), Major Depressive Disorder 
(mood disorder) and Generalized Anxiety Disorder (mood disorder) are. Schizoaffective 
Disorder Depressive-Type is defined by the Mayo Clinic (2017) as "a mental disorder in which a 
person experiences a combination of schizophrenia symptoms, such as hallucinations or 
delusions, and mood disorder symptoms, such as depression or mania" (n.p.). Major Depressive 
Disorder is defined by the Mayo Clinic (2018) as “… a mood disorder that causes a persistent 





extreme lows and that life is no longer an acceptable form. Generalized Anxiety Disorder is 
“characterized by excessive, exaggerated anxiety and worry about everyday life events with no 
obvious reasons for worry” and is often associated with panic disorders and depression (Web 
MD, n.d.). 
This action research will be applied to the theoretical framework from Albert Bandura, a 
Social Cognitive Psychologist. Bandura developed a framework around a theory of Self-
Efficacy, meaning how a person approaches and deals with challenges they may come across, 
including the concept of well being (Bandura, 1977; Chin, 2019). The concept of well being will 
be a component in the data collection and research on how my moods and hallucinations do or 
do not affect my work. Bandura (2006) believed Likert scale utilization is an accurate way for 
individuals to determine their overall sense of self-efficacy and sense of well being. In an attempt 
to measure well being, a Likert scale, as well as analysis of an emotion log used to capture an 
overall feeling for a given day, will be examined.  
Purpose of the Study 
Goals for this paper are two-fold; one being to better understand my own diagnoses and 
how they do or do not affect my work as an interpreter, and to step out of my comfort zone and 
face my own mental health challenges. Through this research and data collection, I hope to let go 
of any stigma I may have about my diagnoses and be more accepting of who I am. A secondary 
goal of this paper is to provide other interpreters with various coping techniques based on the 
data collected. A hope is if someone experiences similarities with their mental health resulting in 
an impact on their work, some of the identified patterns may be applicable to them. This action 
research will be based on qualitative research methods documented by personal experiences and 





Theoretical Framework  
Albert Bandura’s Social-Cognitive Theory (1986), a sub-theory from Bandura and 
Walter’s (1963) Social-Learning Theory, and a rendition of the Static Framework for Well being 
by Schrank, Riches, Bird, Murray, Tylee, and Slade (2014) will be used to analyze patterns 
within data I have collected. Bandura’s framework includes four parts: self-observation, self-
evaluation, self-reaction, and self-efficacy that relate to motivation and goal attainment 
(Redmond, 2010). Schrank et al.’s (2014) framework also consists of four domains: observable 
factors (visible behaviors), non-observable factors (“… internal emotional and cognitive 
processes…,” p. 3), proximal factors (factors in which the individual can partially control within 
the environment), and distal factors, (factors outside of the immediate control of the individual). 
Unlike Bandura’s (1986) framework, the conceptual framework from Schrank et al. (2014) was 
created with the intention of being applied to individuals who experience psychosis. 
Figure 1 






The idea of modeling behaviors observed, such as interpreters making repairs to meaning 
transfer, ideally, will be incorporated as tools to use when hallucinations result in skewing or 
omitting information. This ties back into Schrank et al.’s (2014) Static Framework of Well being, 
from which I have made a conceptual framework to use to analyze my data. The framework 
concept from Schrank et al. (2014) was devised due to a lack of a well being concept for 
individuals who are diagnosed with psychosis (Schrank et al., 2014). Data collected was directly 
applied to the conceptual framework (see Figure 1) based on a need to identify a measurable 
sense of well being for people with psychosis (Schrank et al., 2013). With the conceptual 
framework from Schrank et al. (2014) based upon their own research on how individuals with 
psychosis see their current sense of self, and Bandura’s (1977) research on self-efficacy, analysis 
and transition from current to an improved sense of self can be accomplished. 
From this research, a better understanding of well being as well as coping mechanisms to 
repair interpretations will be identified as well as connections between emotions and occurrences 
of hallucinations. The conceptual framework is intended to be used for data analysis to see if 
there is a change in my overall sense of well being stemming from how I currently view my 
sense of self; in connection with the observable and non-observable attributes which could lead 
to an improved sense of self.  A goal of this cyclical framework is to improve my sense of self, 
possibly leading to feelings of better preparedness, in-control of my symptoms, higher levels of 
happiness, and better sense of self-worth, to name a few. 
Limitations of the Study 
Due to the subjectivity of this research, limitations for data collection and analysis exist. 





on when hallucinations occurred. Because the emotion tracker log does not get filled in each day 
due to work load or forgetfulness, this could have a negative impact on the data collection 
because of the use of a more reflective approach. Other limitations and subjectivities, such as the 
nature in which journal entries are written or how emotions are labeled, could be present as data 
is continually collected. 
Data collection for this action research should have included a baseline measurement to 
see how often hallucinations, both visual and auditory, occur to then be compared with 
documented hallucinations during interpreted messages. This kind of data could have provided a 
better understanding of how often hallucinations are happening and to what extent they affect the 
interpreted message, however, due to a lack of planning in the beginning stages of this research, 
a baseline was never established. Data was not collected as intended due to the COVID-19 
novelty Coronavirus because in-person interactions became minimal and in-person interpreting 
work transitioned to a Video Relay Interpreting style of work. With no in-person work, video 
recording became nearly impossible and the amount of interpreting work dwindled significantly. 
Simultaneously, during this time, overwhelming and extreme feelings of sadness resulted in a 
deep depressive state (see Appendix A), which drastically increased the amount of hallucinations 







CHAPTER 2: LITERATURE REVIEW 
Schizoaffective Disorder Depressive-type is found in roughly 0.3% of the population in 
the US (National Alliance on Mental Illness, n.d.) and has two types: bipolar and depressive. 
This means the affected individual may have bipolar-like symptoms of extreme highs and lows, 
or the individual will experience the major depressive episodes only (Mayo Clinic, 2017) and 
also has a higher rate of brain cell anomalies compared to those who do not have the disorder. 
Anomalies within the brain are noticed within individuals who identify as having Schizoaffective 
Disorder compared to those that do not (Lewine et al., 1995). Since the population of people 
diagnosed with this specific disorder is quite small, the disorder is often under the microscope to 
see if it is in fact a real. Small population sizes could be a reason why this particular disorder is 
misunderstood, misdiagnosed, or potentially thought to be non-existent (Lewine et al., 1995) as 
well as the impact of minimal available research on Schizoaffective Disorders as a whole. 
According to a systematic literature review on the existence of this disorder, Schizoaffective “is 
characterized by simultaneous and equally prominent affective and psychotic symptoms” 
(Cheniaux et al., 2008, p. 210). 
Psychotic symptoms can vary from individual to individual; however, individuals who 
experience psychosis typically hear, see, or believe things that others may not (Web M.D., 2019). 
These hallucination-type instances can cause an individual who experiences psychosis to lose 
touch with reality during those moments. Psychosis is a derivative from a mental health disorder, 
a physical disorder, or could stem from substance abuse or extreme amounts of trauma and/or 
stress (Web M.D., 2019), but psychosis itself is not an illness on its own. According to Shrank et 
al. (2014), individuals who experience Schizophrenia, or types of Schizophrenia, often have a 





delusions. The National Institute on Mental Health (n.d.) states that during periods of psychotic 
episodes, an individual may have distorted and disturbed thoughts and perceptions resulting in a 
blurring of what is deemed real and what is not. This blurring of reality can have a negative 
impact on one’s sense of self, sense of well being, and overall sense of self-efficacy (Shrank et 
al., 2014). 
Cheniaux et al. (2008) discuss the relationship between Schizophrenia and mood 
disorders, and that this particular affective disorder may be an atypical type of either disorder. 
Interestingly enough, within the results of Cheniaux et al. (2008), the relationship between 
Schizoaffective Disorder and mood disorders show minimal differences in suicidal behaviors. 
Another interesting aspect of the article is that hallucinations, neither auditory nor visual are 
explicitly observed or looked at compared to other symptoms of the disorders. The conclusion of 
the study is that Schizoaffective is not a solitary disorder and is often accompanied by another 
disorder. The comorbid relationship between the two diagnoses form a mixture, which is what 
Schizoaffective is born from. 
Kendler, McGuire, Gruenberg, and Walsh (1995) also approached this topic and found 
some researchers that believe that an individual could have a comorbid relationship between 
Schizophrenia and a mood disorder resulting in a disorder that is equivalent to Schizoaffective 
Disorder. The method used in this article compared the experiences of individuals who are 
diagnosed with Schizophrenia, mood disorders, and Schizoaffective from 7,455 empirical studies 
from five different databases. It should be noted that individuals with Schizoaffective were 
compared with those who have Schizophrenia or mood disorders, but those with mood disorders 
were not compared with those who have Schizophrenia. The results from the study showed 





show any significance in relation to Schizoaffective Disorder being a single disorder, resulting in 
more of a comorbid relationship. 
Major Depressive Disorder 
Individuals with Major Depressive Disorder, also commonly identified as Clinical 
Depression (Mayo Clinic, 2018) and Generalized Anxiety Disorder may experience higher 
episodes of sadness, significantly reduced energy, isolation or avoidance of social situations, as 
well as negative self-talk and criticism, negative image of ones’ self, and difficulty remaining 
focused in work environments (Lopez Molina et. al., 2013; Mayo Clinic, 2018; Web MD, n.d.). 
Other symptoms include weight fluctuations, guilt, and may experience displaced or referred 
pain (Mayo Clinic, 2018; Web M.D., 2018; Harvard Health Publishing, 2018). The 
aforementioned negative traits can directly impact an individual’s current sense of self in 
observable, non-observable, and intrapersonal aspect categories (see Figure 1). 
Major Depressive Disorder affects more than just one’s mood, it is a medical condition 
that also affects sleep, appetite, overwhelming feelings of guilt and worthlessness, and can cause 
agitation (Fava & Kendler, 2000). This kind of depression is chronic with depressive states 
ranging anywhere from a few weeks, to months on end, to an individual’s entire life (Harvard 
Health Publishing, 2018). Individuals who experience major depressive episodes during 
childhood are highly susceptible of having Major Depressive Disorder as an adult, keeping in 
mind that Major Depressive Disorder can happen at random in addition to having strong genetic 
ties. Severe depression is adolescence is a major contributing factor to the diagnosis of this 
disorder in young adults and adolescence may have “genetic risk factors and a high risk of manic 
episodes…[and] in patients with an anxious and depressive personality, depression may be due 





2008, n.p.). It should also be noted that this kind of disorder does not simply go away with 
therapy or treatment and is identified as a “life-long episodic disorder with multiple recurrences” 
(Fava & Kendler, 2000, p. 336). 
Much like Schizoaffective Disorder Depressive-Type, Major Depressive Disorder can 
also impact neural circuits and brain activity, impact memory, daily routines and behaviors, as 
well as how a person perceives themselves (Web M.D., 2018). Most of the time, this kind of 
disorder can be therapeutically managed with medications to normalize and shift levels of 
serotonin within the brain itself, although this is not successful for everyone (Otte et al., 2008; 
Fava & Kendler, 2000; Mayo Clinic, 2018; Web M.D., 2018). Individuals with Major 
Depressive Disorder may also experience episodes of psychosis, delusions, and hallucinations 
(Harvard Health Publishing, 2018), which are also main symptoms of Schizoaffective Disorder 
Depressive-Type. 
Generalized Anxiety Disorder 
A comorbidity exists between this disorder and anxiety (Harvard Health Publishing, 
2018) due to the parallels between symptoms individuals may experience. Generalized Anxiety 
Disorder may also start in adolescence, like Major Depressive Disorder, or may be occurred at a 
later stage in life (Mayo Clinic, 2017). This kind of anxiety disorder, albeit the most common 
type of diagnosed anxiety disorder, lacks research to support the validity of such disorder 
(Spitzer et al., 2006). According to the Mayo Clinic (2017), symptoms of Generalized Anxiety 
Disorder can be similar to panic disorders and tends to be comorbid with mood disorders, such as 
depression. Compared to number of individuals who experience depression, individuals who 





affects on mental health, but little exists in comparison for anxiety and anxiety disorders (Spitzer 
et al., 2006). 
It is believed that anxiety disorders, like mood disorders, can be caused from genetic 
factors, chemistry imbalances within the brain, as well as environmental factors such as trauma 
and stress (Web M.D., 2020). One commonality between this kind of anxiety disorder, and the 
two other aforementioned disorders, is each one of them stems from an abnormality within the 
brain itself (Lewine et al., 1995; Spitzer et al., 2006; Mayo Clinic, 2017; Web M.D., 2020). 
According to Web M.D. (2020), these abnormalities identified could be a result of low levels of 
serotonin, other chemical imbalances, disconnection between neural pathways and nerve cell 
connections, or dysfunctional neurotransmitters, which could be therapeutically remedied with 
various medications or psychotherapies to alleviate problematic symptoms. 
There exists no clinically measurable way to test for this kind of anxiety disorder, Spitzer 
et al., (2006) attempted trials involving self-reporting to assess the validity of Generalized 
Anxiety Disorder. Research from Spitzer et al. (2006) included 2740 adult volunteers to fill out 
questionnaires regarding their experiences with anxiety, over the course of a little over a year, 
within 15 different clinics across the United States. A main aspect of this research was to test if 
an anxiety rating and testing scale, known as the GAD-7, is sufficient enough for identifying and 
diagnosing individuals with Generalized Anxiety Disorder. The findings from this research study 
indicated that the GAD-7 is an accurate way to measure anxiety and assessing severity of cases 
in clinical research (Spitzer et al., 2006).  
Considering the conceptual framework rendition of the Static Framework for Well being 
from Shrank et al., (see Figure 2), the diagnoses of Schizoaffective Disorder Depressive-Type, 





self. These diagnoses directly relate to traits non-observable by others as well as intrapersonal 
aspects and general sense of well being. The severity of the impact on the three main 
components involved in the perceived current sense of self is highly individualized; however, 
using the conceptual framework rendition of the Static Framework for Well being from Schrank 
et al. (2014) can indicate areas where improvements could be made, specifically in individuals 
with psychosis. 
Positive Interventions 
Tools to re-center oneself, such as cross-lateral movements to focus the mind on the task 
at hand or grounding techniques that center the body on the environment around them, may help 
in reducing stressors that can cause negative impacts on interpreting work. By working to 
stabilize the nervous system, individuals who participate in cross-lateral movements may feel a 
sense of calmness due to the expenditure and replenishment of energy levels (Curin, 2019). 
Research conducted by Shrank et al., (2014) noted the importance of well being with individuals 
identifying as having a form of psychosis. Well being is often in conjunction with an improved 
sense of self, functioning, and overall satisfaction with life (Schrank et al., 2014). One of the 
main reasons well being is regarded with the utmost importance for those with psychosis or 
mental illness is the linkage between the diagnoses and recovery, or how one is able to handle 
their emotions and sense of self when symptoms flare up (Slade, 2010; Resnick & Rosenheck, 
2006). 
Other researchers who have focused on similar topics of psychosis and recovery such as 
Resnick and Rosenheck (2006), have found a connection between positive psychology, or a 
positive sense of well being and “foundations of the ‘good life’” (p. 120). Resnick and 





psychosis experiences positive psychology is “like the recovery movement, it focuses on 
personal fulfillment and well being more than on mental illness” (Resnick & Rosenheck, 2006, 
p. 120). 
A recovery movement is noted by Resnick and Rosenheck (2006) and Slade (2010) as a 
personal growth where people who experience psychosis or struggle with a mental illness seek to 
lead meaningful lives. Individuals who are considered to be in recovery from their mental illness 
are those who are actively seeking supportive relationships that foster hope, who are working on 
establishing a positive sense of identity, and self-managing their mental illness by creating 
valued social roles (Slade, 2010). Bandura’s Self-Efficacy theory includes the previously 
mentioned positive psychology as well; however, Bandura also dictates “the stronger the 
perceived self-efficacy, the higher the goal challenges people set for themselves and the former 
is their commitment to them” (Bandura, 1991, as cited in Bandura, 1993). Positive ways to 
recover the body and the mind during times of psychosis or anxiety start with recognizing the 
need for intervention. Interventions exist in a variety of methods for coping, such as ones that 
involve crossing the midline of the body or forcing oneself to focus on the environments around 
them.  
Cross-lateral movements strengthen signal connectivity of the corpus callosum, the part 
of the brain that connects both the left and right hemispheres, by crossing over the midline of the 
body (Chow, 2018; Hackney, 1999). When the midline is crossed, both hemispheres of the brain 
are activated, thus forcing the person performing the task to focus on a singular movement 
(Curtin, 2019; Chow, 2018; Hackney, 1999). Individuals who experience Autism as well as 
Schizophrenia are said to have “dysfunctional integration among neural systems” (Nature, 2006, 





poor motor coordination (Pediatr, 2010, as cited in Charlotte Watts Health, 2020). The idea 
behind incorporating cross-lateral movements as a tool for re-centering and re-focusing is when 
hallucinations occur, planned movements shift focus from the hallucination back to the current 
surrounding, providing a way to self-soothe as needed. 
Grounding techniques, also commonly known as earthing, are ancient practices that 
support bioelectric, electrophysiological, and physiological changes within the body (Chevalier 
& Sinatra, 2011), which are common amongst those who experience heightened episodes of 
anxiety and dissociation (Healthline, n.d.). Techniques can be found in three main categories, but 
are not limited to, physical, mental, and soothing, and can be useful for individuals who not only 
experience anxiety and dissociation, but individuals with Post Traumatic Stress Disorder and 
urges to self-harm (Healthline, n.d.). When a person intentionally focuses on one sense, whether 
it be smell (a favorite scent), touch (holding an ice cube), sight (noticing five things around the 
room), taste (something minty or sour), or hearing (noticing birds chirping or nearby sounds), 
positive interventions can reduce the amount of anxiety felt in the moment (Chevalier & Sinatra, 
2011; Schueller et. al., 2017; Healthline, n.d.) 
Due to the lack of research within the American Sign Language/English interpreting field 
and the mentally and physically taxing aspects of this kind of interpreting work (Bower, 2015; 
Dean & Pollard, 2001; Schwenke et al., 2014), implementations to prioritize mental health 
should take precedence. There exists little to no research relating to mental health and 
interpreting (Chin, 2019), and considering one in five Americans have a mental health disability 
(Chin, 2019; NIMH, n.d.), a hope is this research will assist in providing beneficial coping 





CHAPTER 3: METHODOLOGY 
Methods for data collection consisted of four main aspects: emotion tracking via an 
emotion log, identification of when hallucinations happen, identification of when hallucinations 
could have resulted in a skewed interpreted message (see Appendix A), and a Likert scale 
through Western Oregon University’s Qualtrics Survey Software. The intended length of time 
for data collection was one full school-years’ time, starting in August and ending in May to 
coincide with Alaska’s K-12 academic year.  
The emotion log (see Appendix A) was typically filled out after each working day and a 
color was assigned for the most salient emotion felt that day. This may or may not be a singular 
emotion, but never identified or documented as more than two, when a singular emotion did not 
suffice. Emotions selected were originally based off of the Junto Institute’s Emotion Wheel to 
coincide with the six core emotions of love, fear, anger, sadness, surprise, and joy (see Appendix 
B). These emotions were later changed as the core emotions did not fully describe the emotions 
being felt. Each identified emotion was given a random color to coordinate on the graph. They 
are labeled as the following: Tired is orange, happy is yellow, content is teal, neutral is pink, 
nervous is olive, overwhelmed is red, sad is light blue, depressed is black, excited is purple, and 
stressed is navy (see Appendix A).  
A black “x” on the log for that day was an indication a hallucination occurred, without 
explicitly stating which kind, and if an interpreted message was perceived to have been skewed 
or altered, an asterisk was added to the “x.” Whether or not the hallucination interrupted the 
interpretation will be noted, but specifics of the hallucinations will not be discussed. 
Hallucination indications with asterisks were accompanied by a short explanation of what the 





interruption. Over the course of time from August 2019 to May 2020, 178 working days were 
recorded as well as 18 non-working days, totaling 196 days documented. The significance of 
differentiating working and non-working days was an attempt to see how many hallucinations 
were occurring outside of working hours. 
The Likert scale implementation attempted to collect data on self-efficacy with questions 
and statements stemming from Figure 1, rating the overall sense of well being. Questions and 
statements were based on the three main aspects of the current sense of self: intrapersonal traits, 
traits observable by others, and traits non-observable by others. The scale (see Appendix C) 
consisted of a mix of 11 total questions and statements such as: 
Q2: How many auditory hallucinations happened today? 
 a) 0-2 
 b) 3-4 
 c) >5 
Q4: I feel capable of accomplishing tasks today 
 a) Yes 
 b) Possibly 
 c) Not really 
 d) No 
The Likert scale to gage self-efficacy was taken a total of three times. If implemented 
appropriately at the start of the data collection, the idea was to conduct this scale for eight weeks 
to obtain a baseline and show any potential fluctuation within the current sense of self and self-
efficacy. From there, the scale would be filled in bi-weekly, leaving time for analysis of the prior 





mood or hallucination occurrence. See Appendix D for a full report of data collected during the 







CHAPTER 4: RESULTS AND DISCUSSION 
In the original plan for data collection, a baseline measurement of how often 
hallucinations, both auditory and visual, would be tallied to later compare with hallucination 
occurrences during interpreted interactions. Other data intended to be collected and analyzed 
included video recording of interpreted interactions, Likert scale implementation to assess 
overall sense of well being over the course of eight weeks, identification of auditory and visual 
hallucination, as well as implementation and recording of coping mechanisms such as grounding 
techniques and cross-lateral movements. Likert scales were to be implemented to see how 
emotions and hallucinations affected overall sense of well being. From there, Likert Scale data 
would have been collected bi-weekly and analyzed in the hopes to see improvements towards the 
overall sense of self. The idea of the latter was to see if any therapeutic effects impacted 
hallucination occurrence during interpreted and non-interpreted interactions. 
Data collection period began mid-August, 2019, and was continually being collected 
through late-May, 2020. Due to workload and unforeseen personal situations, keeping up with 
the emotion tracker was not a daily occurrence although data was collected as faithfully as 
possible. Gaps in data recording did not extend more than five days, thus relying on recollection 
of experiences for that time period even though all days are filled in with a color correlating to an 
emotion. This could lead to a skewing of emotions documented and/or hallucinations 
experienced; however, additional log entries separate from this action research were used as a 
tool for recollection of emotions felt. Instead, data was completed based upon the external log 
that stemmed from a class taken at Western Oregon University where daily log entries on 





frustrations was documented in regards to interpreted interactions as well as isolated instances 
that affected professional growth. 
Each graph below is derived from emotion data collected from the Emotion Tracker in 
Appendix A, documenting a total of 196 days. Of the 196 days, 178 are considered working days 
(days where face-to-face interpreted interactions occurred and all Video Relay interpreted 
interactions) as well as 18 non-working days, which are identified as weekend days after Spring 
Break on Appendix A. Of the total 196 emotion identifications, singular emotions identified are 
separated from dual emotions identified to see if there is a relationship between simple or 
complex emotions and hallucination occurrences. Seventy-six total hallucinations were 
documented over the course of the data collection period from August 2019 to May 2020, and 








Singular Emotions Experienced 
 
Once the data collection period finished, data was analyzed to show how many of each 
emotion was felt (see Figure 2). The bar graph chart indicates which singular-type emotion was 
felt as well as how many times it was felt during the collection period. Figure 2 indicates the 
singular emotion expressed and arranged from happiest emotions to more depressive such as 
happy, excited, content, neutral, tired, nervous, overwhelmed, stressed, sad, and depressed. Each 
emotion indicated has been counted resulting in twenty-six days happy, one day excited, 
eighteen days content, eleven days neutral, seven days tired, three days nervous, seven days 
overwhelmed, ten days stressed, eight days sad, and fifty-four days depression. These ten 





pure representation of the overall emotion felt for a particular day. The intention was to keep 
emotions simple and straightforward; however, when a singular emotion could not completely 
encompass the emotion felt for the day, a secondary emotion was explored and added to the 
emotion log. 
The “U” shape of the singular emotion graph (see Figure 2) could be an indication of 
mood swings, which are a part of Major Depressive Disorder (Web MD, n.d.). Figure 2 shows a 
higher number of positive days then a slow decline onto the proceeding emotions until a spike in 
negative emotions. Individuals who are diagnosed with Major Depressive Disorder, as well as 
Schizoaffective Disorder Depressive-Type, often go through periods of mood fluctuations, such 
as periods of mania and swiftly declining into depressive states (Mayo Clinic, 2017; 2018). 
Although mood swings could be an indication on why the data presents itself the way it does, the 







Dual Emotions Experienced 
 
Duality in emotions led to interesting emotional combinations such as the following: 
happy/excited, happy/tired, happy/stressed, excited/stressed, tired/stressed, 
overwhelmed/stressed, happy/depressed, content/depressed, neutral/depressed, tired/depressed, 
stressed/depressed, and overwhelmed/depressed (see Figure 3). Dual emotions can be seen on 
Figure 3 and follow the same order as Figure 2, starting with the happiest of combinations and 
progressing rightward. The rightward progression indicates a declination in happiness felt as well 
as identification of how many times each pairing was felt over the course of the data collection 
period. The number of dual emotions documented are as follows: three days happy/excited, one 





seven days overwhelmed/stressed, one day happy/depressed, three days content/depressed, seven 
days neutral/depressed, eight days tired/depressed, five days stressed/depressed, seven days 
overwhelmed/depressed, and nine days sad/depressed. 
 Unlike Figure 2, Figure 3 shows more of a gradually inclining step-like pattern in data. 
Positive emotions are documented starting on the left side, with low number indications, which 
progressively move in an exponential fashion, until reaching the midpoint of the data. Once the 
midpoint has been reached, the data drops back down and moves in an exponential fashion once 
more. The documentation of dual emotions is more sporadic in nature when compared with 
singular emotions and could be a result of the combination of emotions felt. Some combinations 
are positive/positive, or negative/negative, but some are paired with an extreme, such as 
happy/depressed. With a differentiation between singular emotions and dual emotions recorded, 
hallucination counts were added to each graph to see if there was a relationship between 
hallucination occurrences and mood shifting. The following graphs show a relation between the 







Singular Emotions Experienced with Hallucination Occurrence 
 
 Figure 4 identifies how many hallucinations were documented in relation to which main 
emotion was felt over the data collection period. Hallucination count per emotion documented 
day is noted as the following: five occurrences correlating with a feeling of happiness, zero 
correlating with excited, one correlating with content, four correlating with neutral, three 
correlating with tired, zero correlating with nervous, four correlating with overwhelmed, five 
correlating with stressed, six correlating with sad, and thirty-six correlating with depressed. A 
spike in data shows hallucinations were prominent when moods dropped to a depressive state, 
counting the highest number of hallucinations in connection with a negative feeling, at 36 





occurred when the overall feeling was sad, and the third highest tied with stressed and happy. 
Hallucination occurrence could be deducted as being heavily linked to mood fluctuations, based 
on data collected; however, hallucinations do not only occur when moods drop, as the emotions 
identified of both happy and sad had equivalent numbers of hallucinations. It could be inferred 
that if depressive states or emotions are managed, there could be potential for a reduction of 
hallucinations. 
Figure 5 
Dual Emotions Experienced with Hallucination Occurrence 
 
 Figure 5 indicates hallucination count in relation to dual emotions documented, with a 
slight spike when sad/depressed moods were documented. Happy/excited emotion combinations 





excited/stressed, zero tired/stressed, two overwhelmed/stressed, zero happy/depressed, zero 
content/depressed, zero neutral depressed, two tired/depressed, two stressed/depressed, one 
overwhelmed/depressed, and three sad/depressed. This graph in comparison to the singular graph 
(see Figure 4) indicates there are fewer instances of hallucinations when more than one emotion 
is identified. The spike of 36 hallucinations (see Figure 4) with the identified mood of depression 
is the highest spike in any of the data collection, and dual emotions of sad/depressed had the 
highest number of hallucination occurrences at three total documentations. Interestingly enough, 
there is a three-way tie noticed when analyzing the data for dual emotions. This three-way tie is 
coming from the dual emotions of overwhelmed/stressed, tired/depressed, and 
stressed/depressed, all having two documentations of hallucination occurrences. Each one of the 
aforementioned emotion combinations are on the negative spectrum of the feelings, as noted in 
the graphs. 
 Hallucinations appear to be frequently prevalent when a singular emotion is identified, 
only having two single emotions (excited and nervous) documented with zero hallucinations. 
Dual emotions appeared to have a higher number of zero hallucination documentations 
(happy/excited, happy/tired, tired/stressed, happy/depressed, content/depressed, and 
neutral/depressed). This could be due to the combination of emotions felt during the day, or 








Singular Emotions Experienced with Hallucination Occurrence and Affected Interpretation 
 
 Impacts on meaning transfer of interpreted interactions in conjunction with singular 
emotions are noted on Figure 6. The blue line on the graph indicated two emotions with 
documented hallucinations with possible skewing of interpretations. These emotions are on the 
negative spectrum of the graph and identified as “tired” and “overwhelmed,” with all other 
emotions, both positive and negative, having zero identified hallucinations that were perceived to 
impact interpretations. The relation between interpretations affected during a depressive state, 
even with the high spike in hallucinations occurring during that emotion experienced, do not 





during interpreted interactions. A total of four documentations of hallucinations that affected 
interpreted interactions were noted with singular-labeled emotions. 
Figure 7 
Dual Emotions Experienced with Hallucination Occurrence and Affected Interpretation 
 
 Pertaining to dual emotions, hallucinations that impacted interpreted interactions were 
also noted to be lower than perceived. Although the number of interpreted interactions perceived 
to be impactful were low, they were slightly higher than singular emotions. There were five 
counts of possible negative impacts on interpretations when the feelings of happy/stressed, 
excited/stressed, overwhelmed/stressed, tired/depressed, and sad/depressed were experienced. 





the number of perceived impacts. There also exists no extremes on neither Figure 6 nor Figure 7 
that suggest a relation between hallucinations and possible impacts on interpreted interactions. 
 Likert scale implementation occurred on three instances (see Appendix C), once on a 
Friday, once on a Saturday, and lastly, on a Sunday. The Likert scale was created using Western 
Oregon University’s Qualtrics Survey Software that included the three aspects of one’s current 
sense of self from Figure 1. Appendix C contains images of all 11 questions asked in the Likert 
scale as well as the answers to each question. 
Discussion 
Data analysis explicitly indicates that a skewing of interpreted interactions during times 
of hallucinations do not display as harsh of an impact as they are perceived to be. There is a 
relationship between moods experienced and hallucination occurrence, as seen with the spike in 
depression (54 days) and hallucinations (36 occurrences), however, due to COVID-19, little 
interpreting work was being done during that time. Most interpreting assignments were done 
Video Relay and not face-to-face as all interpreted interactions were prior to Spring Break of 
2020. Had these interactions been in person with the significant change in mood and spike in 
hallucinations, it is possible there would be a higher relationship of skewed messages during 
these interpreted interactions. Limitations of the study prevented data collection on cross-lateral 
movement and grounding technique implementation and data collection on these two types of 
coping mechanisms, however, implementation did happen without data being collected. 
Unfortunately, due to COVID-19, there is no way to prove the validity of these coping 
techniques. Without the addition of the coping mechanism data collection and Likert scales to 
assess how the overall sense of well being and perspective of current sense of self change, there 





The work of American Sign Language/English interpreters is challenging both on the 
body (Bower, 2015; Dean & Pollard, 2001; Schwenke et al., 2014) as well as emotionally and 
psychologically (Heller, Stansfield, Stark & Langholtz, 1986 as cited in Humphrey, 2015; 
Hetherington, 2012; Schwenke, 2015; Timarova & Salaets, 2011, as cited in Chin, 2019), yet 
there is little research within the interpreting field, specifically on mental health (Chin, 2019). 
Negative feelings ensure when interpreters do not receive the kind of mental health mediation 
needed to progress through a taxing profession, often leaving interpreters with feelings of 
burnout, vicarious trauma, and impacts an overall sense of well being (Chin, 2019).  
Although the Likert scale created was unable to be implemented as originally planned, 
the significance of it still remains impactful to the data collected as well as future data it could 
contain. The significance of the scale and the data it could show could result in a better 
understanding and establishment of a baseline for the current sense of self. This information 
could then be taken and analyzed with all three aspects in Figure 1 to see how the intrapersonal 
traits, observable traits by others, and non-observable traits shift one’s sense of self to an 
improved sense of self. Linkage between what could be known about one’s current sense of self 
could result in a better understanding of the individual, thus resulting in deliberate practice to 
obtain the goal of an improved sense of self. Interpreters who work towards a positive sense of 
self could have a better understanding of their own mental health, could result in a lower level of 






CHAPTER 5: CONCLUSION 
With this research about Schizoaffective Disorder Depressive-Type, Major Depressive 
Disorder, and Generalized Anxiety Disorder, the hope is to better understand how these 
diagnoses affect interpretations and services provided to consumers. For many years, the stigmas 
associated with the aforementioned diagnoses have prevented the vulnerability needed to gain a 
deeper understanding of the effect on interpretations. When interpreters are unable to share about 
their most vulnerable moments, anxiety levels may increase as well as the interpreter 
experiencing a mental burnout. Open discussions about mental health can not only reduce 
stigmas, but could assist interpreters being able to better serve members of the Deaf community 
who may also experience a mental health disorder (Chin, 2019). Minimal research on mental 
health in the interpreting field, minimal training, continued education on mental health, as well 
as a lack of support could be the reason interpreters are unable to share their experiences (Chin, 
2019). 
This interpreter has stayed in the shadows due to stigmas surrounding the aforementioned 
diagnosis and this neglect of self has had a negative impact on the overall sense of well being 
experienced. Observable, non-observable, and intrapersonal aspects of the current sense of self 
impact this interpreter more than expressed in this paper, however, the hope is through more 
education, honesty with oneself, and coping mechanisms, anxiety could be reduced as well as 
reducing hallucinations. Due to unforeseen circumstances such as COVID-19 and work as a full-
time K-12 interpreter, video recording as a form of documentation for deeper analysis of how 
hallucinations during interpreted interactions was not able to be collected. Although there is a 
loss of data due to the global pandemic of 2020, from the data that was able to be collected, it 





a hallucination occurred and the meaning transfer is perceived to be skewed, there is no 
significant data to reflect a negative or positive impact on the consumer. 
The first research question R1: Are interpretations affected by hallucinations? was 
answered through data collection and analysis (see Figure 6 and Figure 7). The results of these 
research question answers were surprising based on the amount of anxiety and stress felt in the 
moment, compared to the hard evidence of how hallucinations affect or skew interpretations and 
meaning transfer. Data showed that there is no significant impact on interpreted messages as 
hallucinations occur, however, with deeper research and identification of which kind of 
hallucination, as well as video recording of interpreted interactions could display a different 
result. Journal entries were limited and kept confidential, although further research on this could 
prove interesting to see if there are connections to what the hallucinations are in comparison to 
the topic being interpreted. 
The second research question R2: Is there a direct correlation between mood fluctuations 
and hallucinations? (see Figure 4 and Figure 5) showed high evidence that when moods drop to a 
depressive state, there is a higher number of hallucinations that occur. It would be interesting to 
find out through further research if there is an influx in visual versus auditory hallucinations, or 
vice versa, to better understand how these could impact English to American Sign Language or 
American Sign Language to English interpreted interactions and meaning transfer. This could 
also change the interventions set in place, depending on the environment surrounding the 
hallucinations as well as what is being experienced during the hallucination. Mood correlation to 
hallucinations exists in a 54-day count of depression and 36 of those days’ hallucinations 
occurred. A surprising connection between mood and hallucinations stemmed from the amount 





expressed. The feeling of being overwhelmed is the top emotion experienced in connection to 
interpretations affected, having three instances of hallucinations that are perceived to have 
skewed interpreted messages. 
The third and final research question, R3: Do cross-lateral movements or grounding 
techniques aid in re-centering focus during a hallucination? was not answered because this data 
was not collected during the collection period from August 2019 to May 2020. For future 
research, data will be collected using cross-lateral movements and grounding aids in order to 
analyze and determine their efficacy. The hope is to find coping mechanisms and techniques to 
lower levels of anxiety and calm instances of hallucinations, or attempt to re-center and re-focus 
on the task at hand for optimal interpreting services provided. By expressing vulnerability and 
accepting mental health diagnoses, as well as supporting other interpreters who experience 
mental health related issues, a transition from current sense of self to an enhanced sense of self 
could be a positive result. Limited data collection and utilization of the Likert scale hindered 
further analysis to identify if there has been a successful transition from the current sense of self 
to an improved sense of self. Further research and data collection, with utilization of Figure 1, 
could show improvements in individuals who experience psychosis in a transition to an 
improved sense of self. 
Individuals who experience episodes of psychosis often have delusions or hallucinations 
that infringe on one’s ability to determine what is and is not reality (Web M.D., 2019; Shrank et 
al., 2014; National Institute on Mental Health, n.d.). When hallucinations occurred, the perceived 
impact was determined to be far greater than the actual impact on the work itself (see Figure 6 
and Figure 7). Increases in anxiety levels were noted in confidential journal entries; however, 





happened could result in positive impacts on meaning transfer and perceptions of skewed 
messages. 
Individuals identified as having self-efficacy are described by Bandura (1977) as those 
who believe in their own capabilities, their own choices, and are able to decipher how much 
effort and time they are willing to put into a decision (Nolen, 2020). Self-efficacy and a positive 
sense of well being are vital for interpreters because of how daunting the profession can become 
(Heller, Stansfield, Stark & Langholtz, 1986 as cited in Humphrey, 2015; Hetherington, 2012; 
Schwenke, 2015; Timarova & Salaets, 2011 as cited in Chin, 2019); however, if interpreters are 
able to increase their sense of self and promote a positive sense of well being, professional and 
privately-faced challenges may be easier to overcome, thus reducing the amount of negative 
energy spent on factors out of one’s control (Chin, 2019). With additional stress from 
interpreting work that can lead to burnout, compassion fatigue, anxiety, and episodes of sadness 
or depressive states (Bower, 2015; Dean & Pollard, 2001; Schwenke et al., 2014; Heller, 
Stansfield, Stark & Langholtz, 1986 as cited in Humphrey, 2015; Hetherington, 2012; Schwenke, 
2015; Timarova & Salaets, 2011 as cited in Chin, 2019), understanding intrapersonal aspects as 
well as observable and non-observable traits could lead to an improved sense of well being 
(Bandura, 1977; Shrank et al., 2014). 
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Q1: What day of the week is it? 
 a) Monday 
 b) Tuesday 
 c) Wednesday 
 d) Thursday 
 e) Friday 
 f) Saturday 
 g) Sunday 
Q2: How many auditory hallucinations happened today? 
 a) 0-2 
 b) 3-4 
 c) >5 
Q3: How many visual hallucinations happened today? 
a) 0-2 
 b) 3-4 
 c) >5 
Q4: I feel capable of accomplishing tasks today 
 a) Yes 
 b) Possibly 
 c) Not really 
 d) No 





 a) Yes 
 b) No 
Q6: I did something self-care related indoors today 
 a) Yes 
 b) No 
Q7: I feel optimistic about my future goals 
 a) Yes 
 b) Kind of 
 c) No 
Q8: Today, I feel good about myself 
 a) Yes 
 b) Kind of 
 c) No 
Q9: Today, I feel like I have energy 
 a) Yes 
 b) No 
Q10: When thinking of being social today, I feel like (choose one): 
 a) Yes, I want to and I did 
 b) I want to, but I’m having anxiety about it 
 c) I want to, but I don’t have the energy 
 d) I don’t want to, but I also don’t want to be alone 
 e) I want to be left alone 





 a) Confident 
 b) Positive 
 c) Okay 
 d) Negative 
 e) Unhappy with my appearance 
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